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Introduction
Most of the Western world is experiencing the effects of 
population aging, defined as the extent to which a popu-
lation’s age structure is distributed in the older cohorts 
(McPherson, 2004). Given these changing demographics, 
the number of older adults living in long-term care homes 
(LTCHs, also referred to as nursing homes, long-term care 
facilities, and residential care facilities) can be expected 
to rise dramatically. This is especially likely because the 
population over 85 years is one of the fastest-growing age 
groups, and this group is most likely to require long-term 
residential care (Statistics Canada, 2017). 
Despite the highly regulated nature of the long-term 
care sector, there continues to be pervasive concern regard-
ing the quality of care in LTCHs (Castle & Ferguson, 2010; 
Corazzini, et al., 2015). The persistent negative perception 
of life in LTCHs is likely intensified by press coverage of 
quality problems (Dubinski & McKee, 2017) and research 
that highlights dissonance between recognized best prac-
tice and the quality of care and life often experienced in 
these care settings (Doty et al., 2008; Fossey et al., 2014; 
Spilsbury et al., 2011). 
In light of these realities, much emphasis has been 
placed on increasing our understanding of the factors that 
influence the quality of care and life in LTCHs. A review of 
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Context: As a result of changing demographics, the number of older adults living in long-term care homes 
(LTCHs) is expected to rise dramatically. Thus, there is a pressing need for better understanding of how 
the social organization of care may facilitate or hinder the quality of work-life and care in LTCHs. 
Objectives: This study explored how the social organization of work influences the quality of work-life 
and care delivery in LTCHs. 
Method: Institutional ethnography followed by theory building provided the conceptual underpinnings 
of the methodological approaches. Participants included 42 care team members who were employed by 
one of three participating LTCHs. Data were derived from 104 hours of participant observation and 42 
interviews. 
Findings: The resident care aides (RCAs) were found to rely on supportive work-teams to accomplish 
their work successfully and safely. Reciprocity emerged as a key feature of supportive work-teams. Man-
agement practices that demonstrated respect (e.g., inclusion in residents’ admission processes), recogni-
tion, and responsiveness to the RCAs’ concerns facilitated reciprocity among the RCAs. Such reciprocity 
strengthened their resilience in their day-to-day work as they coped with common work-place adversities 
(e.g., scarce resources and grief when residents died), and was essential in shaping the quality of their 
work-life and provision of care. 
Discussion: The empowerment pyramid for person-centred care model proposes that the presence of 
empowered, responsive leaders exerts a significant influence on the cultivation of organizational trust and 
reciprocating care teams. Positive work-place relationships enable greater resilience amongst members of 
the care team and enhances the RCAs’ quality of work-life, which in turn influences the quality of care 
they provide. 
Limitations: Whether there were differences in the experiences, opinions, and behaviour of the people 
who agreed to participate and those who declined to take part could not be ascertained. Further research 
is required to determine and understand all of the factors that support or inhibit the development of 
empowered leaders in LTCHs.
Implications: Cultures of caring, reciprocity and trust are created when leaders in the sector have the 
support and capacity to lead responsively and in ways that acknowledge and respect the contributions of 
all members of the team caring for some of the most vulnerable people. 
Keywords: quality of care; nursing homes; leadership; empowerment; quality of work-life
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the literature indicates that quality of work-life, as indi-
cated by staff turnover and job satisfaction, exerts a sig-
nificant influence on the quality of care in these settings 
(Berridge, Tyler & Miller, 2018; Howe, 2013; Squires et al., 
2015). Specifically, low job satisfaction and high turno-
ver among resident care aides (RCAs, also referred to as 
Certified Nurses Assistants—CNAs) has been linked to poor 
quality of care (Chou, Boldy & Lee, 2002), poor quality of 
life (Pekkarinen at al., 2004), and poor end-of-life quality 
indicators and resident behaviour deficiencies (Castle & 
Anderson, 2011; Lerner et al., 2014). Research also indi-
cates that care staff members who are dissatisfied with 
their work-life often show signs of burnout in the form 
of an unreliable work ethic (e.g., taking unscheduled days 
off) (Castle, Degenholtz & Rosen, 2006). Finally, evidence 
suggests that some dissatisfied care staff show greater 
aggression towards residents (Parsons et al., 2003) and 
other workers (Spector, 1997). 
Given these associations between quality of work-life 
and quality of care, it is important to determine the factors 
that influence care aide job satisfaction in long-term care 
settings. Review of the literature indicates that care staff 
empowerment and autonomy, co-worker relationships, 
adaptive nursing leadership, communication, teamwork, 
management support, workload, and job meaningfulness 
and opportunities have all been found to be strongly tied 
to care aide retention and job satisfaction in the long-term 
care sector (Barry, Brannon & Mor, 2005; Berridge, Tyler 
& Miller, 2018; Brannon et al., 2007; Caspar & O’Rourke, 
2008; Castle, Degenholtz & Rosen, 2006; Corazzini et al., 
2015; Howe, 2013; Squires et al., 2015; Wiener et al., 2009).
Existing literature clearly demonstrates that there are 
strong associations between quality of work-life and qual-
ity of care. Missing from the literature, however, is research 
that attempts to help us understand how and why these 
associations exist. To address this gap, we examine how 
and why institutional processes and social relations shape 
RCAs’ work-life experiences and their ability to provide 
high quality care in LTCHs. We show not only the chal-
lenges but also the success stories, taking an appreciative 
approach to highlight ‘the best of what is, in order to imag-
ine what could be’ (Bushe, 2013: 1). The purpose of our 
research was to explicate the processes and relations in 
LTCHs that influence the provision of exceptional quality 
of care in long-term residential care settings by comparing 
and contrasting the factors that impede and support the 
institutional goal of providing high quality, person-cen-
tred care. Person-centred care has been described as care 
that respects the care recipient’s preferences and encour-
ages an overall sense of well-being (Fazio et al., 2018). It is 
considered by many to be best practice in the long-term 
care sector (Fazio et al., 2018). The ultimate goal was to 
create a model of ‘what works’ by delineating the key fac-
tors contributing to practices that influenced quality of 
work-life and quality of caregiving in LTCHs. 
Methods
We used institutional ethnography (IE) as a method of 
enquiry to explore the social organization of care in three 
LTCHs located in Western Canada. IE was developed by 
Canadian sociologist, Dorothy Smith (2005), who believed 
that human experience needed to be examined in a novel 
way—by examining and talking about everyday experi-
ences rather than by examining theories. Smith asserted 
that discussing everyday experiences becomes a means of 
generating knowledge through discovering the ‘embodied 
knowing’ of the expert, who is the person living the expe-
rience (Smith, 2005). Accordingly, we recognized RCAs as 
experts from whom we needed to learn, and we anchored 
our research in their experiences. 
Consistent with recommended IE methods, the data col-
lection process began with the broad intent of accurately 
describing the everyday experiences of RCAs, and gradu-
ally focused in more narrowly until no new variations or 
contradictions emerged in the observed everyday prac-
tices (Townsend, 1996). Data were gathered in the form 
of observations and interactions over a period of seven 
months through two primary investigative methods—nat-
uralistic observations and in-depth interviews. Following 
the completion of data collection, we applied theory build-
ing (Eisenhardt & Graebner, 2007) to develop the model. 
Theory building from case studies is a research strategy 
that involves using one or more cases to create theoreti-
cal propositions, constructs and/or midrange theory from 
case-based empirical evidence (Eisenhardt, 1989).
Setting and Sample
The study was conducted from 2013 to 2014 in three 
LTCHs located in Western Canada. These LTCHs were 
selected based on several features: (a) they were home to 
between 120 and 150 residents; thus, they were similar 
in size to many LTCHs within the region where the study 
was conducted; (b) they were home to residents who were 
assessed as having complex care needs and thus required 
the presence of skilled nurses 24 hours a day, 7 days a 
week; (c) they were similar to the majority of LTCHs within 
the region in their staffing mix (e.g., a registered nurse 
[RN] oversaw a licensed practical nurse [LPN] who was a 
team leader who oversaw the RCAs); (d) similar to the vast 
majority of LTCHs in the region, the care staff were mem-
bers of a union; (e) they had claimed, via their mission 
statement and public literature, to have implemented a 
person-centred model of care, and (f) they were located 
within reasonable proximity so that they were readily 
accessible for observations to take place during all shifts 
and for extended periods. 
A key differentiating feature among the three LTCHs 
was their ownership status. A substantial body of research 
has assessed the relationship between ownership status 
and quality of care in LTCHs. A systematic review and 
meta-analysis by Comondore et al. (2009) concluded that, 
on average, not-for-profit LTCHs provide higher quality 
of care compared with for-profit homes. However, their 
findings also suggested that while a positive association is 
evident, it likely varies across situations and is potentially 
mediated by management philosophies and related work 
organization systems. It is because of these equivocal 
findings that the study LTCHs were purposefully selected 
to represent three different cases, which varied by own-
ership status. Facility #1 was a private-for-profit facility, 
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Facility #2 was a private not-for profit facility, and Facility 
#3 was owned and operated by the government funded 
regional health authority. See Table 1 for an overview of 
the contextual factors of the three participating LTCHs. 
University-based research ethics approval was obtained 
for each study site. 
Our primary sampling strategy was purposive. We 
included RCAs (i.e., unregulated care staff members 
who provide direct care to residents) working in a per-
manent part- or full-time position at the study sites. We 
introduced the study to RCAs at regularly scheduled staff 
meetings at each site, and invited their participation. 
Those who were interested contacted the researchers 
individually to obtain more information. During the 
course of the study, we observed others whose work had 
a direct influence on the everyday work of RCAs. These 
individuals were also invited to participate, and included 
regulated care-staff members (e.g., registered nurses, 
licensed practical nurses), members of the interdiscipli-
nary care team (e.g., social workers), and members of 
the management teams (e.g., administrators, nursing 
supervisor/managers). All of these individuals, who were 
approached directly, agreed to participate. After describ-
ing the study requirements, we obtained informed, vol-
untary, and written consent from all study participants.1 
See Table 2 for details of the study participants stratified 
by LTCH. 
Data Collection 
Guided by an observation framework grounded in IE, the 
first author (Caspar, who had over 15 years of experience 
working in long-term, residential care settings), proceeded 
to ‘shadow’ RCAs as they performed their daily work. Each 
observation began at the start of the RCA’s workday and 
concluded at the meeting held at the end of the shift. 
The RCAs who worked full-time were shadowed during 
day shifts (0700–1500 hours), evening shifts (1500–2300 
hours), and night shifts (2300–0700 hours). The RCAs 
who worked part-time were shadowed during shifts that 
lasted between four and six hours on day and evening 
shifts. We attempted to mitigate, as much as possible, the 
possibility of the Hawthorne Effect (Wickström & Bendix, 
2000) (i.e., reactivity whereby the behaviour of the RCAs 
being observed may differ from their usual behaviour) 
by being present for a sufficient period of time in each 
LTCH, such that the RCAs became accustomed to the 
researcher’s presence. A total of 104 hours of participant 
observation were completed, during which detailed field 
notes were written that included questions that arose as a 
result of the events or activities observed (Emerson, Fretz 
& Shaw, 2011). These notes and observations guided the 
subsequent interviews. 
Each study participant participated in an individual, 
in-depth interview with the first author. The interviews 
were approximately one hour in duration, conducted in a 
Table 1: Contextual Factors of the Study LTCHs.
Contextual Factor LTCH #1 LTCH #2 LTCH #3
Ownership Status Private For Profit
(Contracted)
Private Not-for-Profit
(Contracted)
Public Not-for-profit
(All owned and operated)
Accredited with Accreditation 
Canada
Yes Yes Yes
Number of Residents <135 <125 <150
Staffing RN: Resident* Day/Eve/Night: 1:131 Day/Eve/Night: 1:122 Day/Eve/Night: 1:75
Staffing LPN: Resident* Day/Eve: 1:45
Night: 1:66
Day/Eve: 1:46
Night: 1: 62
Day/Eve: 1:36
Night: 1:50
Staffing RCA: Resident* Day: 1:8 
Eve: 1:11 
Night: 1:27
Day: 1:7
Eve: 1:9
Night: 1:23
Day: 1:6 
Eve: 1:9
Night: 1:12
* These ratios are approximate because some units or neighbourhoods may have had different ratios within the facility. 
Table 2: Number of participants stratified by site and job title.
Long-Term Care Home Number LTCH #1 LTCH #2 LTCH #3 Total
RCAs: Resident Care Aide 8 6 4 18
Leaders: Administrators 1 1 1 3
Team Leaders: Nursing Supervisor/Manager 1 1 1 3
Team Leaders: Registered Nurse 2 2 1 5
Team Leaders: Licensed Practical Nurse 2 2 1 5
Team Members: Social Worker 2 1 1 4
Team Members: RAI-MDS Coordinator 2 1 1 4
Total 18 14 10 42
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private location in the site, and recorded with the partici-
pant’s permission. According to Smith (2005), adhering 
strictly to an interview script limits the institutional eth-
nographer to what she or he has already anticipated and 
hence forestalls the process of discovery. Thus, consistent 
with the IE approach and intent to discover the everyday 
experience of participants, these interviews were more 
conversational in nature and were not structured (i.e., 
interview guides were purposefully not used) (DeVault 
& McCoy, 2002; Smith, 2005). The interviews all began 
with general questions such as, ‘With as much detail 
as you can, describe a regular work-day.’ ‘What makes a 
good day?’ and ‘What makes a bad day?’ All other ques-
tions evolved out of the course of the conversations and 
interviews as they would normally arise (Smith, 2005). As 
each interview progressed, the first author sought clarity 
and accuracy by reframing questions as needed, and clari-
fying the responses when necessary (DeVault & McCoy, 
2002). All interviews were transcribed verbatim. The focus 
of these interviews was to (a) identify the discourses and 
institutional work processes that shaped the RCAs’ every-
day work and (b) describe how these processes influenced 
the RCAs’ ability to provide high quality care to residents 
(Devault & McCoy, 2002). 
Data Analysis
Data analysis in IE is not a prescribed approach. Accord-
ing to Smith (2005), the purpose of the analysis is to 
explicate how work is socially organized, rather than 
seeking patterns or themes. We aimed to obtain an accu-
rate understanding of the relationships between the eve-
ryday practices of care giving in LTCH settings and how 
the organizational culture and institutional priorities and 
mandates affect RCAs’ work-life and provision of care. 
We analyzed our data in two phases. Phase one was 
an exploratory analysis, during which we used Microsoft 
Word to manage and group the data from the observa-
tions and interviews into categories. This analysis was a 
multi-step, iterative process, which began with the inter-
views. Data were not grouped according to pre-defined 
categories; rather, salient categories of meaning and 
relationships among the categories were derived from 
the data through a process of inductive reasoning simi-
lar to that which is described as the constant comparative 
method (Glaser & Strauss, 1967). Reading and re-reading 
the interview transcripts and then the field notes from the 
observations resulted in the development of categories of 
key organizational factors that contributed to practices 
that influenced quality of work-life and quality of caregiv-
ing in LTCHs. 
Simultaneous data collection and interpretation facili-
tated the exploration and expansion of these categories 
from earlier interviews and the tailoring of subsequent 
data collection. Data collection continued in this way until 
we believed we had obtained an accurate understanding 
of the everyday practices that either supported or impeded 
quality of care and work-life in LTCHs. We attended to rig-
our during this phase in several ways: prolonged engage-
ment in the field, attention to reflexivity in all field notes, 
member-checking of emergent findings with participants, 
and maintenance of an audit trail by documenting key 
decisions, activities and insights (Creswell & Poth, 2018; 
Onwuegbuzie & Leech, 2007; Tracy, 2010).
In the second analytical phase, we applied theory build-
ing from case studies (Eisenhardt & Graebner, 2007) to 
develop the model. Since case studies emphasize the rich, 
real-world context in which the phenomena occur, it has 
been asserted that, “building theory from cases is likely to 
produce theory that is accurate, interesting, and testable” 
(p 26, Eisenhardt & Graebner, 2007). The theory-building 
process in case studies occurs via ‘recursive cycling’ among 
the case data, emerging theory, and later, extant litera-
ture (Eisenhardt & Graebner, 2007: 25). Thus, during this 
phase, preliminary categories of the organizational factors 
underwent content and definition changes as incidents 
from the three cases were compared and categorized, and 
as understandings of the properties of the categories and 
the relationships among them were developed and refined 
over the course of the analytical process. This process ena-
bled us to analyze the data derived from observations and 
the participants’ perspectives and experiences such that 
they could be integrated into a model that explained the 
key factors contributing to practices that influenced the 
quality of work-life and quality of caregiving in the LTCHs. 
The research team met regularly during this analytical 
phase and the model underwent multiple revisions and 
iterations before it was finalized. 
Results
The three LTCHs included in this study functioned under 
the same regulatory standards, had access to similar levels 
of funding, and were home to residents with similar levels 
of care requirements. Despite these similarities, consid-
erable differences were found in their work-climates. In 
LTCH #1, a work climate was cultivated that enabled an 
outstanding culture of care in which extraordinary exam-
ples of person-centred care were observed. In contrast, the 
organizational climates and cultures in LTCH #2 and LTCH 
#3 seemed to negatively affect the quality of work-life 
and the quality of care. In these care settings, we observed 
some care practices that were, at times, uncomfortable to 
bear witness to. Careful observation and analysis have pre-
pared us to discuss what we see as the differences between 
these sites in terms of organizational factors that resulted 
in the divergent work climates and ultimately either sup-
ported or impeded RCAs in their efforts to provide high 
quality, person-centred care.
To illuminate the best of what is and what could be in 
LTCHs, we applied a pragmatic approach, that was out-
come focused and primarily concerned with what works 
(Garrett, 2007). Based on our findings regarding ‘what 
works’ to improve care practices in LTCHs, we elucidated 
a model — the Empowerment Pyramid for Person-Centred 
Care. The model, when presented to the study partici-
pants from all levels of the organizational hierarchy, was 
reported to accurately depict some of the key factors influ-
encing the provision of high-quality care in LTCHs. These 
factors include: empowered leaders who demonstrate 
respect, recognition and responsiveness, the presence of 
organizational trust, and reciprocity amongst care team 
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members, which in turn supported resilience of care team 
members and quality of work-life. The factors and the pro-
posed associations or links between them are depicted in 
Figure 1.
The proposed associations between the factors depicted 
in the model can be summarised as follows — empow-
ered management, nursing supervisors, and team 
leaders: (a) responded to the needs and concerns of RCAs, 
(b) appreciated the RCAs and recognized them for a job well 
done, and (c) demonstrated respect of the RCAs’ knowledge 
and skills (e.g., by expanding their roles on the care teams 
with participation in such matters as admissions assess-
ments and work-load committees). These empowered lead-
ers cultivated organizational trust, which in turn cultivated 
the presence of supportive, reciprocating care teams. This 
essential teamwork enabled the RCAs to remain more resil-
ient as they faced common workplace adversities. In short, 
the responsiveness of the leaders within the organization 
to the needs and concerns of the RCAs was observed to be 
reflective of the RCAs’ level of responsiveness to the needs 
and concerns of the residents and their family members. 
Accordingly, the RCAs’ quality of work-life was directly 
associated with the quality of care provided. 
Although this model was specifically developed to 
represent the ‘the best of what is’, it is important to note 
that our observations of the organizational factors that 
impeded RCAs in their efforts to provide high-quality care 
were influential in our development of the model. Osho 
(2010: 88) explained that ‘a certain darkness is needed 
to see the stars’. That is, observing the negative conse-
quences of what occurred in the absence of these organi-
zational factors, and contrasting those outcomes to what 
occurred when they were present provided additional and 
important data from which to refine and validate the final 
model. Thus, in the presentation of our findings, we have 
labeled the best of what is as the ‘stars’ and then contrast 
those findings with a description of the outcomes we 
observed in the absence of these organizational factors, 
which we have labeled ‘in the darkness’. In what follows, 
we provide a brief summary of the organizational factors 
depicted in the model and then present our findings with 
respect to the contrast between the ‘stars’ and the ‘dark-
ness’ that enabled us to see more clearly.
Table 3 presents the categorized organizational factors 
with sample quotations from participants.
Empowered Leaders
The presence of empowered leaders was found to be 
essential to the creation of cultures of care within which 
high-quality care was provided. Empowered leaders con-
sistently demonstrated key leadership behaviour, includ-
ing responsiveness, respect, and recognition. The leaders’ 
ability and propensity to engage in this behaviour seemed 
to be dependent upon the leaders’ self-perceived levels 
of empowerment and ability to respond to the needs and 
concerns of the RCAs. It is for this reason that we charac-
terized these leaders as ‘empowered leaders’. Empowered 
leaders and the leadership behaviour they demonstrated 
counteracted the negative outcomes of the deeply 
entrenched social organization of care most frequently 
found in LTCHs.
Stars – Empowered leaders as the foundation of 
cultures of care
The empowered leadership behaviour of responsive-
ness, recognition and respect was demonstrated by the 
Figure 1: Empowerment Pyramid for Person-Centred Care.
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y 
an
d 
m
ay
be
 w
e 
ha
ve
 a
 li
tt
le
 
bi
t o
f d
is
cr
et
io
n 
in
 h
ow
 w
e 
im
pl
em
en
t t
he
se
 [i
ni
ti
at
iv
es
] 
in
 o
ur
 fa
ci
lit
y.
 B
ut
, y
ou
’re
 p
re
tt
y 
m
uc
h 
to
ld
 w
ha
t n
ee
ds
 
to
 h
ap
pe
n.
M
an
ag
er
: P
re
tt
y 
m
uc
h 
th
e 
on
ly
 a
ut
on
om
y 
I r
ea
lly
 h
av
e 
is
 p
ri
or
it
iz
in
g 
ev
er
yt
hi
ng
 th
at
 n
ee
ds
 to
 b
e 
do
ne
. O
th
er
 
th
an
 th
at
, I
 h
av
e 
no
 p
ow
er
. N
on
e 
w
ha
ts
oe
ve
r…
. 
Em
po
w
er
ed
 le
ad
er
s 
ac
ti
ve
ly
 e
ng
ag
ed
 in
 b
eh
av
io
ur
s 
th
at
 d
em
on
st
ra
te
d 
th
e 
fo
llo
w
in
g:
 (a
) r
es
po
ns
iv
en
es
s,
 (b
) r
es
pe
ct
, a
nd
 (c
) r
ec
og
ni
ti
on
. T
he
 le
ad
er
s’
 a
bi
lit
y 
an
d 
pr
op
en
si
ty
 to
 e
ng
ag
e 
in
 th
is
 
be
ha
vi
ou
r s
ee
m
ed
 to
 b
e 
de
pe
nd
en
t u
po
n 
th
e 
le
ad
er
s’
 s
el
f-p
er
ce
iv
ed
 le
ve
ls
 o
f e
m
po
w
er
m
en
t a
nd
 a
bi
lit
y 
to
 re
sp
on
d 
to
 th
e 
ne
ed
s 
an
d 
co
nc
er
ns
 o
f t
he
 R
CA
s.
Em
po
w
er
ed
 
Le
ad
er
sh
ip
 
Be
ha
vi
ou
r:
 
Re
sp
on
si
ve
ne
ss
Le
ad
er
s 
w
ho
 w
er
e 
qu
ic
k 
to
 
re
sp
on
d 
or
 re
ac
t a
pp
ro
pr
i-
at
el
y 
or
 s
ym
pa
th
et
ic
al
ly
 to
 
th
e 
ne
ed
s 
an
d 
co
nc
er
ns
 o
f 
th
e 
RC
A
s
M
an
ag
er
: I
t’s
 b
ei
ng
 o
ut
 o
n 
th
e 
flo
or
. I
t’s
 h
av
in
g 
m
in
i-c
on
ve
rs
at
io
ns
 –
 s
o,
 if
 I’
m
 w
al
k-
in
g 
do
w
n 
th
e 
ha
llw
ay
 a
nd
 I 
se
e 
a 
gr
ou
p 
of
 th
re
e 
st
af
f, 
an
d 
th
ey
’re
 o
bv
io
us
ly
 e
ng
ag
ed
 
in
 s
om
e 
ki
nd
 o
f d
ia
lo
gu
e 
ar
ou
nd
 w
ha
t n
ee
ds
 to
 b
e 
do
ne
, o
r t
he
ir
 w
or
k,
 I 
w
ill
 s
to
p 
an
d 
en
ga
ge
. I
’ll
 s
to
p 
an
d 
I’l
l t
al
k 
w
it
h 
th
em
 a
bo
ut
, ‘
O
K,
 w
ha
t’s
 g
oi
ng
 o
n?
 W
ha
t d
o 
yo
u 
ne
ed
 
fr
om
 m
e?
’ A
nd
 fr
eq
ue
nt
ly
, t
ha
t’s
 h
ow
 it
’s
 a
ct
ua
lly
 p
ut
…i
s 
‘W
ha
t d
o 
yo
u 
ne
ed
 fr
om
 m
e?
 
W
ha
t d
o 
yo
u 
ne
ed
 fr
om
 m
e 
to
 g
et
 y
ou
r j
ob
 d
on
e?
’ 
RC
A
: I
n 
fiv
e 
ye
ar
s 
w
or
ki
ng
 o
n 
th
at
 u
ni
t I
 s
aw
 h
er
 [t
he
 
m
an
ag
er
] o
nc
e,
 a
nd
 it
 w
as
 to
 c
om
e 
do
w
n 
to
 te
ll 
us
 [s
he
 
ha
d 
re
ce
iv
ed
 a
 c
om
pl
ai
nt
 a
bo
ut
 u
s]
 b
ei
ng
 to
o 
no
is
y 
on
 a
 
ni
gh
t s
hi
ft
 a
nd
 th
en
 s
he
 w
en
t b
ac
k 
an
d 
sa
t d
ow
n 
[in
 h
er
 
of
fic
e]
, a
nd
 th
at
’s
 it
.
Le
ad
er
sh
ip
 
Be
ha
vi
ou
r:
 
Re
co
gn
it
io
n
Le
ad
er
s 
w
ho
 c
on
si
st
en
tl
y 
ga
ve
 s
pe
ci
al
 n
ot
ic
e,
 a
tt
en
-
ti
on
, a
pp
re
ci
at
io
n 
or
 p
ra
is
e 
to
 R
CA
s 
fo
r t
he
ir
 w
or
k.
RC
A
: S
he
 [t
ea
m
 le
ad
er
] a
pp
ro
ac
he
d 
m
e,
 s
he
 s
ai
d,
 ‘Y
ou
 k
no
w
, I
’m
 re
al
ly
 p
ro
ud
 o
f t
he
 
w
ay
 th
at
 y
ou
 to
ok
 c
ar
e 
of
 th
is
 re
si
de
nt
.’ 
A
nd
 I 
w
as
 li
ke
, ‘
Th
an
ks
!…
’ Y
ou
 k
no
w
, i
t k
in
d 
of
 
ga
ve
 m
e 
th
at
 li
tt
le
, w
el
l, 
it
 fe
lt
 re
al
ly
 n
ic
e…
RC
A
: Y
ou
r 
su
pe
ri
or
s 
do
n’
t e
ve
r 
sa
y 
an
yt
hi
ng
 to
 y
ou
 li
ke
, 
‘T
ha
t w
as
 a
 g
re
at
 jo
b.
’ O
r 
‘Y
ou
’re
 d
oi
ng
 a
 g
re
at
 jo
b.
’ Y
ou
 
on
ly
 h
ea
r 
w
he
n 
it
’s
 b
ad
 s
tu
ff
. Y
ou
 k
no
w
, i
f y
ou
 d
on
’t 
ha
ve
 y
ou
r 
pr
op
er
 u
ni
fo
rm
 o
n,
 y
ou
 g
et
 h
ec
k.
 
Le
ad
er
sh
ip
 
Be
ha
vi
ou
r:
 
Re
sp
ec
t
Le
ad
er
s 
w
ho
 c
on
si
st
en
tl
y 
de
m
on
st
ra
te
d 
th
at
 th
ey
 
he
ld
 th
e 
RC
A
s’
 k
no
w
le
dg
e,
 
sk
ill
s,
 a
nd
 p
os
it
io
n 
on
 th
e 
ca
re
 te
am
 w
it
h 
hi
gh
 re
ga
rd
, 
va
lu
e,
 a
nd
 e
st
ee
m
.
M
an
ag
er
: W
el
l, 
it
’s
 e
ss
en
ti
al
ly
 s
ev
er
al
 R
CA
 v
ol
un
te
er
s–
th
ey
 re
ce
iv
e 
a 
co
nc
er
n 
fr
om
 a
 
ca
re
 a
id
e 
or
 g
ro
up
 o
f c
ar
e 
ai
de
s–
th
ey
 ta
lk
 to
 th
ei
r p
ee
rs
–t
he
y 
id
en
ti
fy
 w
ha
t t
he
 is
su
es
 
ar
e,
 w
he
re
 th
e 
pr
ob
le
m
 a
re
as
 a
re
. T
he
n 
th
ey
 re
pr
es
en
t t
he
ir
 p
ee
rs
 in
 a
 m
ee
ti
ng
 w
it
h 
m
ys
el
f a
nd
 [t
he
 D
ir
ec
to
r o
f C
ar
e]
. W
e 
di
sc
us
s 
it
 a
nd
 th
en
 w
e 
tr
ou
bl
es
ho
ot
 s
om
e 
so
lu
-
ti
on
s.
 T
ha
t’s
 e
ss
en
ti
al
ly
 it
. 
RC
A
: Y
ea
h,
 s
he
 [a
n 
RC
A
] f
el
t s
he
 w
as
n’
t e
ve
r 
lis
te
ne
d 
to
 
an
d 
so
 s
he
 g
et
s 
to
o 
up
se
t w
he
n 
sh
e 
at
te
nd
s 
th
os
e 
m
ee
t-
in
gs
 [w
it
h 
m
an
ag
em
en
t]
. S
o 
no
w
, s
he
 r
ef
us
es
 to
 g
o.
 
RC
A
: Y
ea
h,
 it
 w
ou
ld
 b
e 
so
 n
ic
e 
if 
th
ey
 [m
an
ag
em
en
t]
 
as
ke
d 
us
, ‘
W
ha
t d
o 
yo
u 
th
in
k 
of
 th
is
 id
ea
?’
 A
nd
 y
ou
 
kn
ow
 w
ha
t?
 H
on
es
tl
y?
 It
 m
ak
es
 y
ou
 fe
el
 r
ea
lly
 g
oo
d…
w
he
n 
so
m
eo
ne
 a
sk
s 
yo
u.
 A
nd
, i
f t
he
y 
w
ou
ld
 ju
st
 d
o 
th
at
 
a 
lit
tl
e 
m
or
e 
of
te
n 
w
it
h 
a 
lo
t o
f p
eo
pl
e…
I t
hi
nk
 it
 w
ou
ld
 
be
 r
ea
lly
, r
ea
lly
 g
oo
d.
 B
ut
 th
er
e’
s 
th
at
 [s
he
’s
] ‘
ju
st
 a
 
he
al
th
ca
re
 c
ar
er
’ o
ut
 th
er
e.
 
(C
on
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O
rg
an
iz
at
io
n
al
 
fa
ct
or
s
D
efi
n
it
io
n
Sa
m
pl
e:
 S
ta
rs
—
Fa
ct
or
s 
pr
es
en
t 
in
 L
TC
H
Sa
m
pl
e:
 In
 t
he
 D
ar
kn
es
s—
Fa
ct
or
s 
ab
se
nt
 in
 L
TC
H
Th
e 
pr
es
en
ce
 o
f e
m
po
w
er
ed
 le
ad
er
s,
 w
ho
 a
ct
iv
el
y 
en
ga
ge
d 
in
 b
eh
av
io
ur
s 
de
m
on
st
ra
ti
ng
 re
sp
on
si
ve
ne
ss
, r
es
pe
ct
, a
nd
 re
co
gn
it
io
n 
to
 th
e 
RC
A
s,
 w
as
 fo
un
da
ti
on
al
 to
 th
e 
cr
ea
ti
on
 o
f h
ig
h 
or
ga
ni
za
-
ti
on
al
 tr
us
t. 
H
ig
h 
le
ve
ls
 o
f t
ru
st
 w
er
e 
fu
rt
he
r c
ul
ti
va
te
d 
w
he
n 
em
po
w
er
ed
 le
ad
er
s 
en
ga
ge
d 
in
 h
on
es
t, 
fo
rt
hr
ig
ht
, a
nd
 o
pe
n 
co
m
m
un
ic
at
io
n.
 
O
rg
an
iz
at
io
na
l 
Tr
us
t
Th
e 
gl
ob
al
 e
va
lu
at
io
n 
of
 
an
 o
rg
an
iz
at
io
n’
s 
tr
us
t-
w
or
th
in
es
s.
 O
rg
an
iz
a-
ti
on
al
 tr
us
t i
s 
de
fin
ed
 a
s 
an
 e
m
pl
oy
ee
’s
 fe
el
in
g 
of
 
co
nf
id
en
ce
 th
at
 th
e 
or
ga
ni
-
za
ti
on
 w
ill
 p
er
fo
rm
 a
ct
io
ns
 
th
at
 a
re
 b
en
ef
ic
ia
l, 
or
 a
t 
le
as
t n
ot
 d
et
ri
m
en
ta
l, 
to
 
hi
m
 o
r h
er
.
M
an
ag
er
: I
 th
in
k 
th
at
’s
 w
hy
 I 
ex
ce
l i
n 
m
y 
po
si
ti
on
, b
ec
au
se
 p
eo
pl
e 
tr
us
t m
e,
 th
ey
 w
ill
 
fo
llo
w
 m
e,
 th
ey
 b
el
ie
ve
 m
e,
 a
nd
 I’
m
 a
ll 
ab
ou
t t
ha
t…
 
RC
A
: I
f e
ve
ry
on
e 
w
ou
ld
 b
e 
ho
ne
st
, l
ik
e 
tr
ul
y 
ho
ne
st
, i
t 
w
ou
ld
 m
ak
e 
a 
hu
ge
 d
iff
er
en
ce
. I
f m
an
ag
em
en
t w
ou
ld
 
co
m
m
un
ic
at
e 
be
tt
er
 a
nd
 b
e 
m
or
e 
op
en
! 
RC
A
: I
, r
ea
lly
, I
 th
in
k 
it
 w
ou
ld
 b
e 
be
tt
er
 c
om
m
un
ic
at
io
n 
w
it
h 
m
an
ag
em
en
t. 
Yo
u 
kn
ow
…h
on
es
t c
om
m
un
ic
at
io
n.
 
Th
er
e’
s 
a 
lo
t o
f…
um
… 
I d
on
’t 
lik
e 
di
sh
on
es
ty
. T
ha
t r
ea
lly
 
bo
th
er
s 
m
e.
 E
sp
ec
ia
lly
 w
he
n 
I k
no
w
 y
ou
’re
 ly
in
g.
 …
an
d 
no
 o
ne
 fe
el
s 
th
ey
 [m
an
ag
em
en
t]
 a
re
 h
on
es
t w
it
h 
us
. 
Tr
us
t i
n 
w
ha
t m
an
ag
em
en
t s
ay
s 
an
d 
do
es
 w
as
 fo
un
d 
to
 b
e 
es
se
nt
ia
l t
o 
th
e 
de
ve
lo
pm
en
t o
f s
up
po
rt
iv
e 
te
am
s 
of
 s
ta
ff
 m
em
be
rs
 w
ho
 a
ct
iv
el
y 
to
ok
 c
ar
e 
of
 e
ac
h 
ot
he
r 
as
 w
el
l a
s 
th
e 
re
si
de
nt
s.
 
Su
pp
or
ti
ve
 
Te
am
 M
em
be
rs
: 
Re
ci
pr
oc
it
y
Th
e 
pr
op
en
si
ty
 o
f R
CA
s 
to
 e
xc
ha
ng
e 
he
lp
 a
nd
 
su
pp
or
t w
it
h 
on
e 
an
ot
he
r 
fo
r m
ut
ua
l b
en
ef
it
 o
f 
bo
th
 th
em
se
lv
es
 a
nd
 th
e 
re
si
de
nt
s 
fo
r w
ho
m
 th
ey
 
pr
ov
id
e 
ca
re
. 
RC
A
: I
t’s
 th
e 
m
os
t i
m
po
rt
an
t t
hi
ng
 to
 m
e.
 It
 c
ou
ld
 b
e 
th
e 
to
ug
he
st
 d
ay
. T
he
re
 c
ou
ld
 b
e 
[a
] N
or
w
al
k 
[v
ir
us
 o
ut
br
ea
k]
, v
om
it
, f
ec
es
, c
ou
ld
 b
e 
an
yt
hi
ng
. A
nd
 w
ho
 c
ar
es
? 
Yo
u 
ju
st
 
ge
t i
t d
on
e…
be
ca
us
e 
if 
yo
u’
re
 w
or
ki
ng
 w
it
h 
pe
op
le
 th
at
 y
ou
 h
av
e 
a 
go
od
 ti
m
e 
w
it
h,
 it
 
ca
n 
st
ill
 b
e 
a 
w
on
de
rf
ul
 d
ay
. 
Re
se
ar
ch
er
: S
o,
 w
ha
t d
o 
yo
u 
do
 if
 y
ou
 n
ee
d 
as
si
st
an
ce
? 
RC
A
: Y
ou
 c
an
 g
o 
lo
ok
in
g 
fo
r 
so
m
eb
od
y,
 b
ut
 it
’s
 o
ft
en
 
a 
w
as
te
 o
f t
im
e…
ev
er
yo
ne
’s
 b
us
y,
 th
ey
’re
 in
 o
th
er
 r
es
i-
de
nt
’s
 r
oo
m
s 
gi
vi
ng
 c
ar
e 
so
 th
ey
 c
an
’t 
co
m
e 
an
yw
ay
. 
Re
ci
pr
oc
at
in
g 
te
am
m
at
es
 w
er
e 
es
se
nt
ia
l t
o 
th
e 
RC
A
s’
 re
si
lie
nc
e 
as
 th
ey
 fa
ce
d 
w
or
kp
la
ce
 a
dv
er
si
ti
es
 s
uc
h 
as
 s
ca
rc
e 
re
so
ur
ce
s,
 s
af
et
y 
ri
sk
s,
 a
nd
 g
ri
ef
, e
ac
h 
of
 w
hi
ch
 is
 c
om
m
on
ly
 fo
un
d 
in
 L
TC
H
s.
 
Re
si
lie
nc
e 
in
 th
e 
Fa
ce
 o
f S
ca
rc
e 
Re
so
ur
ce
s
Th
e 
pr
op
en
si
ty
 o
f R
CA
s 
to
 
co
lla
bo
ra
te
, w
or
k 
to
ge
th
er
, 
an
d 
su
pp
or
t o
ne
 a
no
th
er
 
w
he
n 
th
ey
 e
xp
er
ie
nc
e 
th
e 
st
at
e 
of
 b
ei
ng
 in
 s
ca
rc
e 
or
 
sh
or
t s
up
pl
y 
of
 n
ee
de
d 
re
so
ur
ce
s.
 
RC
A
: W
e’
re
 a
lw
ay
s 
re
al
ly
 s
ho
rt
 o
n 
lin
en
s.
 S
o,
 p
ar
t o
f t
ha
t f
ir
st
 h
al
f a
n 
ho
ur
 o
f m
y 
sh
ift
 
is
 k
in
d 
of
 g
oi
ng
 b
et
w
ee
n 
th
e 
flo
or
s 
an
d 
w
e 
ra
ti
on
 o
ut
 th
e 
lin
en
. W
e’
re
 li
ke
, ‘
O
h,
 w
e 
do
n’
t h
av
e 
en
ou
gh
 b
lu
e 
cl
ot
hs
.’ 
…A
nd
 s
om
et
im
es
 w
e 
ha
ve
 to
 re
al
ly
 c
ou
nt
 th
em
 a
nd
 
m
ak
e 
su
re
 [e
ve
ry
on
e 
w
ill
 h
av
e 
en
ou
gh
]…
be
ca
us
e 
w
e’
re
 a
lw
ay
s 
a 
lit
tl
e 
bi
t s
ho
rt
. 
RC
A
: T
he
 r
es
id
en
ts
 s
uf
fe
r 
so
 m
uc
h 
w
he
n 
w
e 
w
or
k 
sh
or
t. 
…I
 w
as
 in
 te
ar
s 
a 
m
on
th
 a
go
, a
nd
 I’
m
 p
re
tt
y 
go
od
 a
t 
ha
nd
lin
g 
m
y 
st
re
ss
 le
ve
ls
. A
nd
 it
 w
as
n’
t a
ny
 o
ne
 p
er
so
n.
 
It
 w
as
 th
e 
fa
ct
 th
at
 I 
di
dn
’t 
ha
ve
 a
no
th
er
 p
er
so
n 
th
er
e.
 
A
nd
 I 
ju
st
 w
en
t t
o 
th
e 
nu
rs
e,
 I 
w
as
 li
ke
, ‘
I’m
 g
on
na
 p
ul
l 
m
y 
ha
ir
 o
ut
. I
’m
 s
ta
rt
in
g 
to
 c
ry
.’ 
I’m
 li
ke
, ‘
I c
an
’t 
go
 b
ac
k 
in
 th
at
 r
oo
m
 a
nd
 te
ll 
th
at
 o
ld
 w
om
an
 I 
do
n’
t h
av
e 
ti
m
e 
to
 d
o 
w
ha
t I
 h
av
e 
to
 d
o…
’ …
Yo
u 
ge
t a
 li
tt
le
 o
ve
rw
he
lm
ed
 
so
m
et
im
es
, e
sp
ec
ia
lly
 w
he
n 
yo
u 
do
n’
t w
an
t t
o 
cu
t 
co
rn
er
s 
an
d 
yo
u 
w
an
na
…i
t’s
 h
ar
d,
 r
ea
lly
 h
ar
d.
 B
ec
au
se
 
th
ey
’re
 n
ot
 m
ac
hi
ne
s,
 th
ey
’re
 p
eo
pl
e.
 …
Th
ey
 r
ea
lly
 s
uf
fe
r 
w
he
n 
w
e 
w
or
k 
sh
or
t. 
It
’s
 b
ru
ta
l. 
Be
ca
us
e 
yo
u 
do
n’
t h
av
e 
as
 m
uc
h 
pa
ti
en
ce
, y
ou
 d
on
’t 
ha
ve
 a
s 
m
uc
h 
ti
m
e.
 Y
ou
’re
 
ru
nn
in
g 
an
d 
ru
sh
in
g 
an
d 
fr
us
tr
at
ed
, a
nd
 it
’s
 n
ot
 g
oo
d.
 
W
e’
re
 a
ll 
us
ed
 to
 it
, I
 g
ue
ss
. W
e 
ha
ve
 a
 w
ho
le
 p
ro
ce
du
re
 
on
 h
ow
 to
 w
or
k 
sh
or
t. 
Li
te
ra
lly
, i
t’s
 li
ke
 a
 p
la
n.
 B
ut
 it
 
ai
n’
t p
re
tt
y.
(C
on
td
.)
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O
rg
an
iz
at
io
n
al
 
fa
ct
or
s
D
efi
n
it
io
n
Sa
m
pl
e:
 S
ta
rs
—
Fa
ct
or
s 
pr
es
en
t 
in
 L
TC
H
Sa
m
pl
e:
 In
 t
he
 D
ar
kn
es
s—
Fa
ct
or
s 
ab
se
nt
 in
 L
TC
H
Re
si
lie
nc
e 
in
 th
e 
fa
ce
 o
f S
af
et
y 
Co
nc
er
ns
Th
e 
pr
op
en
si
ty
 o
f R
CA
s 
to
 
co
lla
bo
ra
te
, w
or
k 
to
ge
th
er
, 
an
d 
su
pp
or
t o
ne
 a
no
th
er
 
w
he
n 
th
ey
 e
xp
er
ie
nc
e 
w
or
kp
la
ce
 s
af
et
y 
co
nc
er
ns
 
re
la
te
d 
to
 c
ar
eg
iv
in
g.
 
M
an
ag
er
: I
f s
om
eb
od
y 
ha
s 
a 
be
ha
vi
ou
ra
l c
on
ce
rn
, t
he
n 
w
e 
st
ar
t a
 b
eh
av
io
ur
 fl
ow
 
sh
ee
t f
or
 s
ev
en
 d
ay
s.
 T
he
 n
ur
si
ng
 a
ss
is
ta
nt
s 
[R
CA
s]
 fi
ll 
th
at
 in
 fo
r a
 w
ee
k 
an
d 
w
e 
lo
ok
 
an
d 
se
e 
ho
w
 m
an
y 
in
ci
de
nt
s 
of
 w
ha
te
ve
r i
s 
oc
cu
rr
in
g.
 A
nd
 th
en
, f
ro
m
 th
er
e,
 w
e’
ll 
id
en
ti
fy
 if
 th
at
 re
si
de
nt
 is
 a
 c
ar
e 
ri
sk
. 
RC
A
: A
nd
 if
 th
at
 [m
y 
ap
pr
oa
ch
 in
 w
or
ki
ng
 w
it
h 
a 
re
si
de
nt
 w
ho
 is
 re
si
st
in
g 
ca
re
] 
do
es
n’
t w
or
k,
 I’
m
 g
oi
ng
 to
 a
sk
 m
y 
pa
rt
ne
r [
an
ot
he
r R
CA
] w
ha
t w
or
ks
 fo
r t
he
m
. T
he
y 
te
ll 
m
e.
 I 
de
fin
it
el
y 
ta
ke
 n
ot
es
, i
n 
m
y 
he
ad
, a
nd
 th
en
 I’
ll 
pa
ss
 it
 o
n 
to
 th
e 
ot
he
r 
ai
de
s.
 
RC
A
: I
t [
a 
ba
d 
da
y]
 lo
ok
s 
lik
e 
a 
m
es
s.
 It
 lo
ok
s 
lik
e 
yo
u’
ve
 
be
en
 b
ru
is
ed
, y
ou
’v
e 
be
en
 h
it
, y
ou
’v
e 
be
en
….
 It
 ju
st
 
lo
ok
s 
aw
fu
l.
RC
A
: I
f t
w
o 
of
 th
e 
gi
rl
s 
do
n’
t l
ik
e 
ea
ch
 o
th
er
, o
ne
 g
re
at
 
ti
p 
th
at
 c
ou
ld
 s
av
e 
us
 a
ll 
ti
m
e 
an
d 
in
ju
ry
 d
oe
sn
’t 
ge
t 
sh
ar
ed
.
Re
si
lie
nc
e 
in
 
th
e 
Fa
ce
 o
f G
ri
ef
Th
e 
pr
op
en
si
ty
 o
f R
CA
s 
to
 
co
lla
bo
ra
te
, w
or
k 
to
ge
th
er
, 
an
d 
su
pp
or
t o
ne
 a
no
th
er
 
w
he
n 
th
ey
 e
xp
er
ie
nc
e 
gr
ie
f 
an
d 
so
rr
ow
 w
he
n 
re
si
de
nt
s 
di
e.
RC
A
: [
So
m
e 
RC
A
s]
 a
re
 v
er
y 
se
ns
it
iv
e 
to
 s
om
eb
od
y 
dy
in
g,
 a
nd
 it
 re
al
ly
 a
ff
ec
ts
 th
em
. 
Bu
t y
ou
 h
av
e 
so
 m
an
y 
pe
op
le
 a
ro
un
d 
yo
u 
th
at
 h
av
e 
so
 m
uc
h 
em
pa
th
y.
 A
nd
, y
ea
h.
 Y
ou
 
ha
ve
 s
up
po
rt
 th
at
 w
ay
. 
RC
A
: Y
ea
h,
 it
’s
 m
or
e 
in
fo
rm
al
 s
up
po
rt
. Y
ou
 k
no
w
, i
f y
ou
’re
 c
ry
in
g 
be
ca
us
e 
a 
re
si
de
nt
 
pa
ss
ed
 a
w
ay
, s
om
eb
od
y’
s 
go
in
g 
to
 c
om
e 
up
 a
nd
 g
iv
e 
yo
u 
a 
bi
g 
hu
g 
an
d 
ta
lk
 y
ou
 
th
ro
ug
h 
it
, f
or
 s
ur
e.
 T
ha
t’s
 h
ap
pe
ne
d 
to
 m
e 
be
fo
re
. I
’m
 re
al
ly
 s
en
si
ti
ve
.
RC
A
: P
at
ie
nt
s 
w
ill
 s
te
al
 y
ou
r 
he
ar
t, 
pa
ti
en
ts
 w
ill
 m
ak
e 
yo
u 
cr
y.
 I’
ve
 s
ee
n 
a 
m
al
e 
RC
A
 c
ry
 w
he
n 
a 
pa
ti
en
t d
ie
d.
 …
th
ey
 b
ec
om
e 
yo
ur
 fa
m
ily
, t
he
y 
re
al
ly
 d
o.
 A
nd
 s
ur
e 
th
at
’s
 
ba
d,
 in
 a
sp
ec
ts
, b
ut
 it
’s
 g
re
at
. W
he
n 
yo
u 
co
m
e 
to
 w
or
k 
an
d 
yo
u’
re
 w
or
ki
ng
 w
it
h 
a 
[r
es
id
en
t w
ho
 fe
el
s 
lik
e]
 
fa
m
ily
. 
Re
se
ar
ch
er
: H
ow
 d
o 
yo
u 
th
in
k 
it
’s
 b
ad
? 
RC
A
: I
 th
in
k 
be
ca
us
e 
it
’s
 n
ot
 r
ea
lly
 e
nc
ou
ra
ge
d 
to
 h
av
e 
th
es
e 
re
la
ti
on
sh
ip
s,
 a
lm
os
t. 
So
, i
f y
ou
 d
o 
ge
t e
m
ot
io
na
l 
w
he
n 
th
ey
 d
ie
, p
eo
pl
e 
ar
e 
lik
e,
 ‘Y
ou
 k
ne
w
. Y
ou
 k
ne
w
 it
 
w
as
 g
oi
ng
 to
 h
ap
pe
n.
 S
o,
 w
hy
 a
re
 y
ou
 u
ps
et
?’
 
Po
si
ti
ve
 w
or
k-
pl
ac
e 
re
la
ti
on
sh
ip
s 
se
em
ed
 to
 e
na
bl
e 
gr
ea
te
r r
es
ili
en
ce
 a
m
on
gs
t m
em
be
rs
 o
f t
he
 c
ar
e 
te
am
. R
es
ili
en
ce
 p
la
ye
d 
an
 im
po
rt
an
t p
ar
t i
n 
sh
ap
in
g 
th
e 
RC
A
s’
 a
pp
ra
is
al
s 
of
, a
nd
 r
ea
ct
io
ns
 to
, 
th
ei
r w
or
k 
ex
pe
ri
en
ce
s 
an
d 
th
us
, t
he
 q
ua
lit
y 
of
 th
ei
r w
or
k-
lif
e.
 
Q
ua
lit
y 
of
 
W
or
k-
lif
e 
Th
e 
fa
vo
ur
ab
le
ne
ss
 o
r 
un
-fa
vo
ur
ab
le
ne
ss
 o
f a
 jo
b 
en
vi
ro
nm
en
t f
or
 th
e 
pe
op
le
 
w
or
ki
ng
 in
 a
n 
or
ga
ni
za
ti
on
Te
am
 L
ea
de
r:
 A
nd
 I 
th
in
k 
al
l o
f u
s 
fe
el
 th
at
, y
ou
 k
no
w
, w
e’
re
 li
ke
 a
 fa
m
ily
 h
er
e.
 U
m
…
it
’s
 h
ea
vy
. I
’v
e 
go
t 4
7 
re
si
de
nt
s 
an
d 
th
at
’s
 m
or
e 
th
an
 a
ny
 o
th
er
 fa
ci
lit
y 
th
at
 I 
kn
ow
 o
f. 
A
nd
, I
’v
e 
ch
os
en
 to
 w
or
k 
he
re
 ra
th
er
 th
an
 o
th
er
 p
la
ce
s 
th
at
 a
re
 c
lo
se
r a
nd
 p
os
si
bl
y 
ne
w
er
 a
nd
 s
hi
ni
er
. I
 c
om
e 
a 
lo
ng
 w
ay
 to
 g
o 
to
 w
or
k 
he
re
 b
ec
au
se
 I 
lo
ve
 w
or
ki
ng
 h
er
e.
 
I l
ov
e 
th
is
 e
st
ab
lis
hm
en
t. 
I l
ov
e 
th
e 
pe
op
le
 I 
w
or
k 
w
it
h.
 I 
ha
ve
 th
e 
be
st
 d
ir
ec
to
r 
an
d 
ad
m
in
is
tr
at
or
 th
at
 I’
ve
 e
ve
r w
or
ke
d 
w
it
h.
 A
nd
, w
e’
re
 ta
lk
in
g 
fr
om
 th
e 
Ea
st
 C
oa
st
 a
ll 
th
e 
w
ay
 to
 h
er
e.
 W
e 
ha
ve
 a
 lo
t o
f s
ta
ff
 w
ho
 h
av
e 
be
en
 h
er
e 
fo
r 2
0 
an
d 
30
 y
ea
rs
. T
ha
t t
el
ls
 
yo
u 
a 
st
or
y 
ri
gh
t t
he
re
. I
…I
 w
an
t t
o 
re
ti
re
 fr
om
 h
er
e.
 A
nd
…i
f I
 n
ee
de
d 
a 
fa
ci
lit
y 
to
 p
ut
 a
 
lo
ve
d 
on
e 
in
, t
hi
s 
w
ou
ld
 b
e 
m
y 
to
p 
ch
oi
ce
. 
RC
A
: T
he
re
’s
 a
 lo
t o
f p
eo
pl
e 
he
re
 th
at
 d
on
’t 
lik
e 
w
ha
t 
th
ey
 d
o.
 T
he
re
’s
 a
 lo
t o
f p
eo
pl
e 
he
re
 th
at
 s
ho
ul
d 
no
t b
e 
do
in
g 
th
is
 jo
b.
RC
A
: P
eo
pl
e 
ar
e 
re
al
ly
 a
ng
ry
 h
er
e 
ri
gh
t n
ow
.
Re
se
ar
ch
er
: T
he
y 
ar
e 
ve
ry
 a
ng
ry
 h
er
e 
ri
gh
t n
ow
. D
o 
yo
u 
kn
ow
 w
hy
?
RC
A
: M
an
ag
em
en
t n
ot
 te
lli
ng
 y
ou
 s
tu
ff
, m
an
ag
em
en
t 
no
t l
is
te
ni
ng
, i
s 
w
ha
t I
’m
 g
at
he
ri
ng
… 
Re
se
ar
ch
er
: A
ny
th
in
g 
el
se
?
RC
A
: A
nd
 n
ot
 fe
el
in
g 
su
pp
or
te
d.
 Y
ea
h.
 P
us
he
d 
do
w
n.
 
Pe
op
le
 a
re
 b
ei
ng
 s
up
pr
es
se
d 
an
d 
no
t…
In
 th
e 
la
st
 c
ou
pl
e 
ye
ar
s 
I’v
e 
se
en
 s
om
e 
re
al
ly
 u
pb
ea
t 
he
al
th
ca
re
 w
or
ke
rs
 g
et
 r
ea
lly
 b
it
te
r. 
Re
al
ly
 a
ng
ry
. A
t 
m
an
ag
em
en
t. 
(C
on
td
.)
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O
rg
an
iz
at
io
n
al
 
fa
ct
or
s
D
efi
n
it
io
n
Sa
m
pl
e:
 S
ta
rs
—
Fa
ct
or
s 
pr
es
en
t 
in
 L
TC
H
Sa
m
pl
e:
 In
 t
he
 D
ar
kn
es
s—
Fa
ct
or
s 
ab
se
nt
 in
 L
TC
H
Th
e 
m
or
e 
ca
re
 s
ta
ff
 m
em
be
rs
 p
os
it
iv
el
y 
ap
pr
ai
se
d 
th
e 
qu
al
it
y 
of
 th
ei
r w
or
k-
lif
e,
 th
e 
m
or
e 
lik
el
y 
th
ey
 w
er
e 
to
 e
ng
ag
e 
in
 c
ar
e 
pr
ac
ti
ce
s 
th
at
 w
er
e 
de
m
on
st
ra
bl
y 
re
sp
on
si
ve
 to
 th
ei
r 
re
si
de
nt
s’
 n
ee
ds
.
Q
ua
lit
y 
of
 C
ar
e
Th
e 
de
gr
ee
 to
 w
hi
ch
 h
ea
lt
h 
ca
re
 s
er
vi
ce
s 
fo
r i
nd
iv
id
ua
ls
 
in
cr
ea
se
 th
e 
lik
el
ih
oo
d 
of
 
de
si
re
d 
he
al
th
 o
ut
co
m
es
 
an
d 
ar
e 
co
ns
is
te
nt
 w
it
h 
cu
rr
en
t p
ro
fe
ss
io
na
l k
no
w
l-
ed
ge
.
M
an
ag
er
: B
ut
, a
s 
fa
r a
s 
a 
w
or
kp
la
ce
, a
nd
 q
ua
lit
y 
of
 c
ar
e 
[f
ac
ili
ty
 n
am
e]
 s
ta
ff
 a
re
 a
w
e-
so
m
e.
 It
’s
 a
n 
ol
de
r b
ui
ld
in
g.
 A
 lo
t o
f t
he
 b
el
ls
 a
nd
 w
hi
st
le
s 
an
d 
th
e 
te
ch
no
lo
gy
 a
re
n’
t 
he
re
 b
ec
au
se
 o
f t
he
 ty
pe
 o
f b
ui
ld
in
g 
it
 is
–n
o 
ov
er
he
ad
 li
ft
s,
 n
o 
st
or
ag
e,
 s
m
al
l h
al
lw
ay
s.
 
Yo
u 
kn
ow
, i
t’s
 c
ha
lle
ng
in
g 
ev
er
y 
da
y.
 B
ut
 th
e 
st
af
f j
us
t p
ul
l t
og
et
he
r. 
A
nd
 it
’s
 b
ec
au
se
 
of
 th
e 
go
od
 re
la
ti
on
sh
ip
 fr
om
 a
 m
an
ag
em
en
t l
ev
el
 to
 s
ta
ff
–t
he
 d
ia
lo
gu
e 
is
 o
ng
oi
ng
…
an
d 
th
e 
st
af
f a
re
 a
w
es
om
e.
 In
cr
ed
ib
le
. I
nc
re
di
bl
e 
am
ou
nt
 o
f p
ri
de
 in
 w
ha
t t
he
y 
do
. 
RC
A
: I
 h
ad
, f
or
 a
n 
ex
am
pl
e,
 I 
w
as
 s
er
vi
ng
 th
e 
tr
ay
s 
fo
r 
br
ea
kf
as
t a
nd
 lu
nc
h,
 a
nd
 I 
w
en
t i
n 
in
 th
e 
m
or
ni
ng
 to
 
gi
ve
 a
 tr
ay
 to
 a
 la
dy
, a
nd
 I 
w
as
 a
lr
ea
dy
 b
eh
in
d.
 A
nd
 I 
sm
el
le
d 
so
m
et
hi
ng
 in
 th
e 
ro
om
, a
nd
 I 
fig
ur
e,
 o
h 
sh
e 
ha
d 
a 
bo
w
el
 m
ov
em
en
t. 
A
nd
 h
er
 c
ar
e 
ai
de
 h
ad
 ju
st
 b
ee
n 
in
, 
so
 I 
ju
st
 th
ou
gh
t, 
ok
ay
, p
ut
 th
e 
tr
ay
 d
ow
n 
in
 fr
on
t o
f t
hi
s 
la
dy
, s
et
 it
 a
ll 
up
 fo
r 
he
r 
an
d 
ju
st
 w
al
k 
aw
ay
. S
he
 fi
ni
sh
es
 
he
r 
br
ea
kf
as
t. 
I c
om
e 
ba
ck
 a
t l
un
ch
 a
nd
 I 
ca
n 
st
ill
 s
m
el
l 
so
m
et
hi
ng
 b
ad
 a
nd
 I’
m
 li
ke
 o
ka
y,
 it
’s
 r
ea
lly
 n
ot
 th
is
 
m
or
ni
ng
’s
 b
ow
el
 m
ov
em
en
t i
s 
it
? 
So
 I 
pu
ll 
ba
ck
 th
e 
bl
an
ke
ts
 a
nd
 li
te
ra
lly
 fr
om
 h
er
 a
rm
pi
ts
 to
 h
er
 a
nk
le
s,
 
th
er
e 
w
as
 B
M
 e
ve
ry
w
he
re
. S
he
 w
as
 s
ti
ll 
in
 h
er
 b
ri
ef
; s
he
 
w
as
 s
ti
ll 
in
 h
er
 n
ig
ht
 g
ow
n.
 N
ot
hi
ng
. S
he
 h
ad
n’
t b
ee
n 
to
uc
he
d 
ba
si
ca
lly
. A
nd
 I 
w
en
t a
nd
 fo
un
d 
he
r 
– 
I w
en
t 
to
 d
o 
it
 m
ys
el
f u
nt
il 
I r
ea
lis
ed
 I 
co
ul
dn
’t 
ha
ve
 h
an
dl
ed
 
it
 –
 li
ke
 I 
co
ul
d’
ve
, b
ut
 I 
w
ou
ld
 h
av
e 
be
en
 in
 th
er
e 
fo
r 
an
 
ho
ur
 c
le
an
in
g 
th
is
 u
p,
 s
o 
I g
o 
do
w
n 
an
d 
th
in
k 
ok
ay
 w
el
l 
he
r 
ca
re
 a
id
e 
is
 c
om
in
g 
do
w
n 
th
e 
ha
ll,
 c
an
 y
ou
 g
iv
e 
m
e 
a 
ha
nd
 b
ec
au
se
 s
he
’s
 g
ot
 a
 b
it
 o
f a
 m
es
s.
 H
er
 c
ar
e 
ai
de
 
co
m
es
 in
 a
nd
 it
 w
as
 v
er
y 
ag
gr
es
si
ve
. S
he
 d
id
n’
t w
an
t t
o 
be
 th
er
e;
 a
pp
ar
en
tl
y 
th
e 
re
si
de
nt
 h
ad
 b
ee
n 
a 
bi
t r
ud
e 
to
 h
er
 in
 th
e 
m
or
ni
ng
. A
nd
 s
he
 w
al
ke
d 
aw
ay
 fr
om
 h
er
 
be
ca
us
e 
sh
e 
ha
d 
be
en
 r
ud
e.
 I 
un
de
rs
ta
nd
 w
al
k 
aw
ay
, 
gi
ve
 y
ou
rs
el
f a
 b
re
ak
, b
ut
 c
om
e 
ba
ck
 a
ft
er
 a
 c
ou
pl
e 
of
 
m
in
ut
es
, e
sp
ec
ia
lly
 if
 s
he
’s
 h
ad
 a
 B
M
. S
o 
sh
e 
di
dn
’t 
go
 
ba
ck
, s
o 
sh
e’
s 
in
 th
er
e 
an
d 
w
e 
w
er
e 
gi
vi
ng
 c
ar
e 
an
d 
sh
e 
w
as
 ju
st
 r
ou
gh
 w
it
h 
he
r 
an
d 
ro
lli
ng
 h
er
, a
nd
 v
er
y 
ag
gr
es
-
si
ve
 a
nd
 r
ud
e 
an
d 
it
 w
as
 d
is
gu
st
in
g.
 I 
w
as
 d
is
gu
st
ed
, I
 
ju
st
 w
an
te
d 
to
 –
 I 
w
en
t h
om
e 
cr
yi
ng
 I 
w
as
 s
o 
di
sg
us
te
d.
 
I w
as
 m
or
ti
fie
d 
th
at
 s
om
eb
od
y 
co
ul
d 
be
 tr
ea
te
d 
lik
e 
a 
pi
ec
e 
of
 m
ea
t. 
Ba
si
ca
lly
 w
as
 w
ha
t s
he
 w
as
 tr
ea
te
d 
lik
e 
an
d 
I f
el
t a
w
fu
l.
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administrator and the leaders at every level of the man-
agement hierarchy in LTCH #1. When asked how and why 
this occurred, the administrator reported that his pre-
decessor had exemplified active, responsive, and caring 
leadership, which he learned from her. This administra-
tor began working in the long-term residential care sec-
tor as an activity assistant and, over the course of more 
than two decades, had worked his way to becoming an 
administrator. When asked directly about empowerment 
and autonomy, the administrator of LTCH #1 indicated 
that his perceived level of empowerment primarily arose 
because the corporate office was ‘on the other side of the 
country’; he believed that he had more autonomy than 
other facilities’ administrators. This, combined with the 
mentorship he received and his personal understanding 
and experience of having worked at different levels of the 
hierarchy found within LTCHs, were likely instrumental in 
his ability to create the culture of care found in LTCH #1. 
Responsiveness, recognition and respect provided 
to RCAs by leaders
The empowered leaders in LTCH #1 were responsive to the 
needs and concerns of the RCAs. For example, a manager 
demonstrated responsiveness by appearing on ‘the floor’ 
to openly discuss a rumour about impending layoffs. This 
manager did not lead from an office, but was instead regu-
larly found on the floor connecting with, learning about, 
and responding to the needs of both residents and care 
staff members: 
Leader [01]: It’s being out on the floor. It’s having 
mini-conversations – so, if I’m walking down the 
hallway and I see a group of three staff, and they’re 
obviously engaged in some kind of dialogue 
around what needs to be done, or their work, I will 
stop and engage. I’ll stop and I’ll talk with them 
about, ‘OK, what’s going on? What do you need 
from me?’ And frequently, that’s how it’s actually 
put…is ‘What do you need from me? What do you 
need from me to get your job done?’ 
The presence of empowered, responsive leaders was 
found to be inextricably linked with open communication 
that allowed for in-person information exchange between 
the RCAs and their team leaders, nursing supervisors, and 
management. This finding makes intuitive sense, given 
that the ability of managers and leaders to respond to 
the needs and concerns of RCAs is first dependent upon 
whether they know the nature of the RCAs’ concerns and 
needs:
Leader [02]: And we try and encourage them [the 
care staff members] to be open. ‘If you have a prob-
lem, come and see me. Come and tell me your 
problem, let’s see if we can deal with it.’ 
Leader [01]: I think it’s working with the staff to 
trouble-shoot issues [that’s most important]. Staff 
know that if they bring something to us, we will 
follow through. So, there’s a high level of trust.…. 
It’s about being out on the floor. I think that’s kind 
of it – it’s walking the talk. 
Empowered leaders also actively appreciated the RCAs by 
recognizing them for work well done. For example,
RCA [03]: She [manager] approached me, she said, 
‘You know, I’m really proud of the way that you 
took care of this resident.’ And I was like, ‘Thanks!…’ 
You know, it kind of gave me that little, well, it felt 
really nice…
In LTCH #1, the expression of appreciation for the care 
staff members was abundant: 
Leader [02]: A lot of them have been here for a long 
time. A lot of people [the RCAs] came in just after 
they left school, and they’ve stayed here. …and I 
just think it’s because we really appreciate them. I 
think they’re the best bunch of people I have ever 
worked with, and I’ve been an RN for over 40 years. 
I just think they’re amazing.
Finally, empowered leaders demonstrated respect for the 
RCAs’ important contributions to the care team. Lead-
ers demonstrated respect in LTCH #1 by taking actions 
such as including RCAs in residents’ care decision-making 
(e.g., active participation in admissions assessments) and 
extending invitations to participate in organizational ini-
tiatives (e.g., participation on work-load and work-safety 
committees). Repeatedly, these managers were witnessed 
demonstrating respect for, and confidence in, the RCAs’ 
skills, knowledge, and experience. This respect resulted 
in managers enabling RCAs to assume greater levels of 
autonomy than the traditional hierarchy typically allowed 
or fostered. As a result, these leaders actively minimized 
the effects of the hierarchy found in their LTCH: 
Leader [02]: By trying to be open and respectful of 
everybody. Every single person should get the same 
amount of respect as you yourself expect. 
In the darkness – Disempowered leaders
The managers in LTCH #2 and #3 reported very low lev-
els of empowerment and autonomy. These disempowered 
managers felt compelled to focus their time, energy and 
resources on responding to priorities and regulations that 
were handed to them from upper management. They 
believed that their priority had to be on ‘managing the sys-
tem,’ rather than on providing leadership and mentorship 
to the care staff. Inevitably, this reduced their capacity to 
be responsive to the needs of their care staff members 
(and at times their residents): 
Leader [15]: Pretty much the only autonomy I 
really have is prioritizing everything that needs to 
be done. Other than that, I have no power. None 
whatsoever…. 
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The managers of LTCH #2 and #3 indicated that it was 
frustrating and disempowering to not be able to put time, 
energy, and resources into initiatives that they wanted to 
implement based on their unique understanding of the 
needs of the staff, residents, and family members within 
their specific LTCH. For example: 
Leader [14]: We talked about this at the [managers’ 
meeting], the corporate requirement to meet the 
corporate objective and not allow sites to identify 
and select our own initiatives. It has to be corpo-
rate [initiatives] and it’s so disempowering for the 
managers. 
The greater the perceived sense of disempowerment, the 
less likely the nursing managers and supervisors were to 
develop close, trusting relationships with the staff. Logi-
cally, and indeed empirically, these managers were less 
aware of the needs and concerns of the RCAs, further 
undermining their ability to be responsive. This disempow-
ering and frustrating cycle of disconnection was evident in 
the words of one manager who assumed personal respon-
sibility for her inability to spend time creating and foster-
ing a healthy team in her LTCH, despite feeling helpless 
to change it within the prevailing organizational systems: 
Leader [15]: The thing is, is that you – you wear 
it. Like, absolutely wear it. This is me not talk-
ing to staff. This is me not developing trusting 
relationships. And, you own that. Even though I 
understand the system and so on, I’m actually very 
human. And, I think…well but, that [not being able 
to create positive relationships with her staff] is not 
what I mean to do. …but, but it’s also what is hap-
pening. 
Two managers spoke directly about how the prevailing 
organizational system made them feel incapable of culti-
vating a sense of team spirit for themselves and the care 
staff members. For example: 
Leader [15]: I think that the expectation of upper 
management is that we are the voice for upper 
management and that that’s the side of the fence 
[we are required to be on]. There is a line drawn 
there. This side of the fence [is for management]. 
The other side of that fence is the other [care staff 
members]. So that’s an expectation. 
Leader [16]: It’s a very tricky line to walk – you’re 
expected to be a team player, but the definition 
of the team is the upper management. You’re 
expected to be a member of the corporation, which 
goes totally against the way I see myself. I never 
wanted to be a corporate player, but that’s what 
happened. 
Of interest, even though the managers were clear that their 
‘team’ was the corporate officers, none felt supported by 
corporate personnel. Instead, they revealed how alone they 
felt in their positions and that there were very few, if any, 
people that they could turn to for support. For example: 
Leader [16]: This is a very ‘alone’ job. Very alone. 
There is no even really safe place for me to turn 
to. If I do take a frustration up the ladder, is that a 
reflection on me? Is that a reflection on my capac-
ity to perform in the position? So, you asked about 
autonomy. It’s forced autonomy. If I want to do my 
job, then I do it, and I don’t fuss. And, I take the 
directions and I get them forward. And I get meas-
ured on the statistics…on my injury rate, on keep-
ing within a budget, on our sick time/overtime, 
those are the bars. 
These ‘bars’ or quantitative metrics were used to deter-
mine whether the managers were in regulatory compli-
ance and meeting corporate expectations.
Lack of respect, recognition and responsiveness provided to 
RCAs by leaders
On numerous occasions, the RCAs were referred to as ‘the 
eyes and ears’ of care in the LTCHs. However, in LTCH #2 
and #3 we began to suspect that this was more rhetorical 
than genuine. Consistent with the literature in this area 
(Tellis-Nayak & Tellis-Nayak, 1989), we found that the care 
work in these LTCHs was socially organized to ensure that 
RCAs remained at the lowest level of a well-established 
and seldom-questioned hierarchy. The RCAs in LTCH #2 
and #3 reported that they felt that they were at the ‘bot-
tom of the barrel’. Institutional processes in these two sites 
reinforced the message to the RCAs that their role within 
the care team was limited to that of keeping the residents’ 
bodies clean and bowels moving. It is therefore not sur-
prising that RCAs in these sites communicated feelings of 
being underappreciated, disrespected, and dismissed: 
RCA [01]: We don’t have the responsibility of the 
RNs and the LPNs and the pills and all that stuff, 
but I think our job is equally as important. And, 
lots of people don’t know that because they just 
think that we’re professional ass wipers. And really, 
that’s not near what it is [that we do]. 
In LTCH #2 and #3, few leaders consistently provided rec-
ognition or appreciation of their subordinates. With very 
few exceptions, the RCAs in these LTCHs reported that 
they rarely felt appreciated by management for the work 
they did. For example: 
Researcher: Do you feel like you’re appreciated [by 
management]? 
RCA [13]: Naw, not really. No. And you know what? 
No one does in here. 
RCAs indicated that it mattered a great deal to them 
whether they felt appreciated by their managers and 
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peers. For example, in response to a question regarding 
feeling appreciated by management, one RCA replied: 
RCA [03]: No. You’re just another little pawn in the 
grand scheme of things. 
Researcher: So, would things be different if you 
felt…? 
RCA [03]: …needed and wanted and respected and 
appreciated? Yeah, because the residents can’t 
show appreciation. Well, most of them can’t, you 
know? … So, when your manager and staff show 
that you are appreciated, it makes you feel like, ‘I 
can go to work and I’m actually doing something.’ 
Not, ‘Oh god I have to go to that place again…and 
again and again.’ 
In response to the question, ‘If you could change one 
thing about this job, what would it be?’ many answered 
that they wished management would appreciate them 
more.
RCA [09]: That, I think, is the worst part of the job. I 
don’t feel valued [by management]…but when…you 
see the difference you can make with a resident…
that is where the value comes in. 
Organizational Trust
The ability to provide quality care seemed to be 
dependent largely upon the quality of the relationships, 
and the level of trust between the staff members and 
managers. High levels of trust between the RCAs and 
other members of the care team were cultivated when 
empowered leaders ensured that open gates of com-
munication were present, which actively supported the 
development of positive inter-professional and inter-per-
sonal relationships.
Stars – Fostering trusting relationships
The management of LTCH #1 was viewed by most care 
staff members as respectful, supportive, and responsive. 
Participants from this LTCH described high levels of trust 
in management, and high quality inter-personal relation-
ships. The phrase, ‘we’re like family here’ was repeatedly 
stated by the study participants of this LTCH. 
Team Leader [07]: And I think all of us feel that, you 
know, we’re like a family here. Um…it’s heavy. I’ve 
got 47 residents and that’s more than any other 
facility that I know of. And, I’ve chosen to work 
here rather than other places that are closer and 
possibly newer and shinier. I come a long way to 
go to work here because I love working here. I love 
this establishment. I love the people I work with. I 
have the best administrator that I’ve ever worked 
with. And, we’re talking from the East Coast all the 
way to here. We have a lot of staff who have been 
here for 20 and 30 years. That tells you a story right 
there. I want to retire from here. And…if I needed 
a facility to put a loved one in, this would be my 
top choice. 
When we asked how the manager of LTCH #1 had suc-
cessfully created such a positive culture of care, he stated 
that it was because of the trust that had been established: 
Leader [01]: I think that’s why I excel in my posi-
tion, because people trust me, they will follow me, 
they believe me, and I’m all about that…
High levels of trust between the RCAs and other members 
of the care team were cultivated when empowered leaders 
were viewed as trustworthy. Many of the RCAs also spoke 
about the importance of establishing good, trusting rela-
tionships within their teams. For example: 
RCA [08]: When you’re a care aide you really have to 
trust the person that you’re working with and build 
a solid relationship. If there’s conflict between you 
[and your team], then no one is safe, not you and 
not the resident. So, I think it’s one of the most 
critical things to do, is build a good relationship 
with the people that you’re working with.
In the darkness – Lack of trust
As described previously, the disempowered leaders in 
LTCH #2 and #3 felt less able to respond to the needs 
of the RCAs. This inability to respond to their needs and 
concerns diminished the trust that the RCAs felt towards 
their managers: 
Leader [09]: I also see that she’s [manager of the 
LTCH] trying to make a difference, and she’s try-
ing to help. But, you know what? The staff aren’t 
trusting. The problem is that she’s [the manager] 
caught…. This [corporate initiative] is brought 
down; they’re, saying, ‘This is the plan.’ I think the 
trust has been broken from the staff and I try to tell 
the staff that we’re doing everything we can. But, 
they’re not believing me anymore. 
Specifically, the RCAs did not trust that they were cared 
about by their managers or their team leaders. This ero-
sion of trust was exemplified in the poor quality of the 
inter-personal relationships found between the care staff 
members and their managers. Participants from LTCH #2 
and #3 spoke often about the negative outcomes that 
occurred as a result of managerial practices that further 
reinforced their lack of trust in their managers and in the 
organization. An RCA from one of these LTCHs provided 
this example: 
RCA [12]: People [the RCAs] are really angry here 
right now. 
Researcher: They are very angry here right now. Do 
you know why? 
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RCA [12]: Management not telling you stuff, man-
agement not listening…. In the last couple years, 
I’ve seen some really upbeat healthcare workers 
[RCAs] get really bitter. Really angry. At manage-
ment. 
Distrust in management and the resulting poor inter-
personal relationships were observed to be linked to 
low morale in these LTCHs. The RCAs who were angry 
at and distrusted management demonstrated behaviour 
typically associated with burnout (e.g., highly critical of 
management, openly frustrated, and negative about their 
jobs) and provided what some RCAs referred to as ‘slack’ 
care (i.e., cutting corners to make their jobs easier at the 
expense of residents). 
Supportive Team Members, Reciprocity, and 
Resilience
Trust that management cared about them as people was 
found to be essential to the development of supportive 
teams of staff members who actively took care of each 
other as well as the residents. Reciprocating teammates 
were essential to the RCAs’ resilience as they faced work-
place adversities commonly found in LTCHs (e.g., being 
short of supplies, working short staffed, navigating the 
risks of being injured as a result of residents demonstrat-
ing responsive behaviour or resisting care, managing the 
grief they experienced when residents died).
Stars – Team members that make a ‘good day’
Without exception, the RCAs in all three facilities spoke 
about the importance of the quality of their relationships 
with their teammates to their work lives. When asked 
what made the difference between a ‘good day’ and a ‘bad 
day’, the unanimous response was that it had very little 
to do with the work itself and everything to do with the 
presence of teammates with whom they had reciprocal 
relationships of support. They stated that with supportive 
teammates they could successfully manage the most chal-
lenging workplace adversities they encountered: 
RCA [07]: Well, it’s great to work with partners that 
have the same philosophy that you do…that go out 
of their way to be helpful, cooperative. That’s eve-
rything. 
The care work that RCAs engage in on a daily basis is phys-
ically and emotionally demanding. Throughout the course 
of a regular shift, they provide the most intimate of care 
to individuals with highly complex needs. Much of the 
work that they do is considered unpleasant and is deval-
ued in our society (e.g., assisting residents in going to the 
toilet). In addition, they routinely have to cope with scarce 
resources, including inadequate staffing and often limited 
access to appropriate supplies to accomplish their tasks. 
They also face risks to their own health and safety such 
as heavy lifting, providing care to those who may resist 
care, and the experience of grief caused by the death of a 
resident. Evidence of these challenges was apparent in our 
findings, as was there evidence that reciprocity strength-
ened the RCAs’ resilience in their day-to-day work as they 
coped with these challenges.
RCA [06]: Honestly, it depends on who you work 
with. I mean, I could have the most chaotic day 
ever, everybody’s got diarrhea, we have a Norwalk 
[virus] outbreak…people are throwing up, and it 
could still be a good day if you have a good team 
on. You know, they’ll come help you and you’ll help 
them and we figure out a way to make it work. 
Supportive teammates were especially important when 
the RCAs were ‘working short’. Working short is the term 
used when a scheduled RCA is absent from work and has 
not been replaced with a casual employee or a permanent 
RCA working overtime. When this occurs, the RCAs are 
assigned additional residents for whom they are respon-
sible to provide care. Across all sites, the RCAs worked 
short during 30% of the observation periods, and this 
invariably impacted the quality of care (e.g., baths were 
more likely to get missed, residents were more likely to 
be left in bed, mealtimes were more rushed). However, 
when RCAs in LTCH #1 worked short, they would come 
together, as a team, to decide how best to share in the 
care of their residents (i.e., determine who needed help 
with which residents and when and then work together 
as a team throughout the shift). They would, in effect, ‘fig-
ure out a way to make it work’, both for themselves and 
for their residents. As a result, the residents in this facility 
were observed to experience the least amount of negative 
impact on their care when the RCAs were working short. 
In the darkness – Team members that make a ‘bad day’
The lack of supportive team members and genuine reci-
procity found in LTCH #2 and #3 (where teamwork, albeit 
present, was sporadic at best) had a significant impact on 
the quality of their work-life and care. The RCAs in these 
LTCHs frequently mentioned how poor working relation-
ships among RCAs led to a breakdown in the transfer of 
important resident care information. This breakdown in 
communication had the capacity to impact both their 
safety and the safety of the residents. For example: 
RCA [12]: If two of the girls don’t like each other, 
one great tip that could save us all time and injury 
doesn’t get shared.
In all three LTCHs, the primary method by which the 
RCAs shared and received information related to risk (and 
indeed to all aspects of the residents’ care) was through 
talking with one another. Because they shared informa-
tion verbally, what they shared, how they shared it, and 
even if they shared it were largely dependent on the qual-
ity of their working relationships. The quality of these 
relationships also determined whether or not they had 
a teammate to assist them when they needed help (e.g., 
when caring for a resident who may be resistant to care). 
It is for this reason that poor working relationships and 
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the lack of reciprocal teamwork was what the RCAs most 
often referred to when they spoke about what ‘makes a 
bad day’ at work: 
RCA [19]: That makes a terrible day, a day that you 
have to spend lots of time by yourself. And you’re 
trying to, but you can’t get help when you need it… 
Discussion
The empowerment pyramid for person-centred care model 
proposes that the presence of empowered, responsive 
leaders exerts a significant influence on the cultivation of 
organizational trust and reciprocating care teams. Positive 
work-place relationships, as were observed in LTCH#1, 
seem to enable greater resilience amongst members of 
the care team. The more resilient RCAs feel in the face of 
work-place adversities, the more likely they are to engage 
in care practices that are demonstrably responsive to their 
residents’ needs. 
This was made particularly clear in LTCH #2 and #2, 
where the managers felt disempowered and less able 
to cultivate positive relationships with the RCAs. As a 
result, these managers were perceived by the RCAs as less 
responsive, less respectful and also less appreciative of the 
work they did. These negative perceptions influenced the 
levels of trust between management and care staff mem-
bers in these LTCHs. This lack of trust was detrimental to 
the development of positive, reciprocal teamwork, which 
was found to be linked to the quality of care and qual-
ity of work-life for RCAs in these LTCHs. This finding is 
especially important because RCAs across all three sites 
indicated that their ability to provide quality care was 
often directly related to the quality of teamwork that they 
experienced during their shifts. Ultimately, our findings 
have suggested that the presence of empowered leaders 
exerts a significant influence on RCAs’ quality of work-
life, which is in turn directly associated with the quality of 
care they provide. These conclusions are consistent with 
Vogelsmeier and Scott-Cawiezell (2011), who reported 
that nursing leadership who facilitated open communica-
tion and teamwork achieved improvement in quality of 
care while nursing leadership who impeded open commu-
nication and team work did not. 
According to the literature, when asked what they need 
and want most, RCAs consistently state that they want 
to be respected and recognized for providing high-qual-
ity care and to be included in care planning (Andersen 
& Spiers, 2016; Deutschman, 2001; McGilton, 2002). 
We believe that the importance of leaders consistently 
responding to these needs cannot be overstated. Our 
conclusions are consistent with studies that have dem-
onstrated that RCAs with supportive supervisors who 
respected and relied upon their knowledge of residents’ 
care needs experienced more job satisfaction and were 
more likely to express an elevated sense of responsibility 
toward residents (Bishop et al., 2008; Rader & Semradek, 
2003). In addition, Tellis-Nayak (2007) found that sup-
portive managers who create person-centred workplaces 
enable caregivers to actively engage in the provision of 
person-centred care, thereby improving residents’ quality 
of life. Our findings add to this literature by further eluci-
dating some of the factors that influence these outcomes. 
Implications
This study adds to the body of knowledge postulating 
that improving the quality of care for residents in LTCHs 
is directly related to improving the quality of the work 
life of RCAs. Consistent with the published literature, our 
findings indicate that this latter consideration is an area 
in need of significant attention. Through in-depth inter-
views and observations across three LTCHs, we found that 
the presence of empowered leaders may be beneficial in 
improving both the RCAs’ quality of work-life and the 
quality of the care they provide. However, given its pri-
mary focus on the perceptions and experiences of RCAs in 
one geographic region, this study stopped short of being 
able to determine and understand all of the factors that 
support or inhibit the development of empowered leaders 
in LTHCs more generally. This is an area in need of further 
investigation. 
As researchers with extensive experience in the residen-
tial care sector, we are well aware of the many challenges 
to the sector, including a persistent scarcity of resources 
(Stone, 2001), high turnover, a morally distressed work-
force (Spenceley et al., 2017) and an all-too-frequent atti-
tude of nihilism about life in residential care in a society 
obsessed with youth and vigour, and with cure over care. 
Although our study findings do not address these enor-
mous systemic challenges, we suggest that the findings 
from this study do call attention to the power of a pro-
foundly simple idea – that when we feel cared for, we 
are able to care better. Cultures of caring, reciprocity and 
trust are created when leaders in the sector have the sup-
port and capacity to lead responsively, and in ways that 
acknowledge and respect the contributions of all mem-
bers of the team caring for some of our most vulnerable 
citizens. For leaders in these settings, we suggest that there 
are several questions to ponder: How do we arrive at deci-
sions about care – collaboratively or unilaterally? Are our 
traditional care hierarchies serving us, or our residents, 
well? Are we truly respecting and acknowledging RCAs as 
the ‘eyes and ears’ of care? How can we create workplaces 
that are more connected and collegial? Is there a better 
way? We think that there is. The answer may be as simple 
as finding ways to ensure that leaders in this sector are 
empowered to respond to the needs and concerns of both 
the residents and the people who directly care for them. 
Note
 1 We recognized that it was important to ensure that, 
to the extent they were able, residents with dementia 
understood that they were participating in research 
and were given the opportunity to agree or refuse 
to be observed. We accomplished this by obtaining 
signed consent from the resident (or designate) and 
also by seeking verbal assent—affirmative agreement 
to participate or, alternatively, respecting the resident’s 
expressed dissent or objection. For more informa-
tion about this process see Caspar, S. (2017). Using 
institutional ethnography as a method of enquiry to 
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explore the social organization of care work in resi-
dential care facilities. SAGE Research Methods Cases. 
doi:10.4135/9781526423177.
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